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Incidentally Detected Cardiac Cyst Hydatid after 
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Cardiac involvement in fiydatid disease is more seldom than the involvement of the liver and the lungs. Cardiac 
cyst hydatid disease is diagnosed incidentally or by means of symptoms such as dyspnea and angina pectoris. 
Here, we present the case of a 45-year-old male patient who underwent open heart surgery for a randomly de- 
tected cardiac cyst hydatid during investigations carried out in a healthcare institution after accidentally falling from 
height. On the other hand, this patient did not have any complaints associated with hydatid disease before this 
event. 
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CASE RFPORT 

A 45-year-old male patient was admitted to an outpatient 
clinic with blunt thoracic trauma after falling from height 
(work-related accident) and was referred to Kocaeli Universi- 
ty Faculty of Medicine after the detection of ischemia on his 
electrocardiogram. In the physical examination, the vital signs 
were stable, but pain and tenderness was detected on his ribs 
in the thoracal examination. The other systems were foimd to 
be normal upon examination. However, it was worth noting 
the patient had a history of hypertension. 

A T inversion was detected in Dl, aVL, and V3, V4, V5, 
V6 derivations in the electrocardiogram (ECG). There was no 
pathology in the chest radiographs. Further, there were no ad- 
ditional pathologic findings in the blood tests and the sero- 



logical tests. Moreover, decreased left ventricular preload and 
after load were detected. The coronary angiography was 
normal. Echocardiography showed minimal mitral insuffici- 
ency and a cystic lesion (size: 25x27 mm) next to the left 
ventricle anterolateral wall (Fig. IC). 

Cardiac magnetic resonance imaging (MRI) documented a 
cystic lesion on the lateral wall of the left ventricle, approx- 
imately 3.5x2.5 cm in size; this lesion was initially consid- 
ered to be similar to a hydatid cyst (Fig. IB). There were no 
additional cyst hydatid lesions foimd in the computerized to- 
mography scan of the abdomen and the thorax. 

1) Surgical technique 

Median sternotomy was performed imder general anes- 
thesia, and cardiopulmonary b5fpass was initiated after stand- 
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Fig. 1. (A) Thorax computed tomography showed a cystic lesion on the left ventricle anterolateral wall. (B) Cardiac magnetic resonance 
imaging showed a cystic lesion on the left ventricle anterolateral wall. (C) Echocardiographic appearance of the hydatid cyst on the left 
ventricular anterolateral wall. (D) View of the cystic membrane on the left ventricle anterolateral wall. 



ard aorta and bicaval cannulation. The heart was stopped with 
antegrade blood cardioplegia after aortic cross-clamping. 

A cyst on the left ventricle anterolateral wall was explored. 
The cyst was opened up; cyst fluid was aspirated; and the re- 
maining contents, including the germinative membrane and 
the daughter vesicules, were removed (Fig. ID). We paid 
maximum attention to the prevention of the dissemination of 
the aspiration fluid to the pericardial sac. The cyst cavity was 
irrigated with a highly concentrated sodiimi chloride solution, 
and then, the empty sac was closed with primary sutures. 

The patient was weaned from cardiopulmonary bypass, and 
the postoperative course was uneventful. Pathological inves- 
tigation of the samples revealed cardiac cyst hydatids. After 
the diagnosis, a therapy with albendazole was initiated imme- 
diately with a 10-mg/kg/day dose and maintained for three 
months. The patient was discharged on postoperative day 7. 
Echocardiography and thorax computed tomography (CT) were 
repeated in the outpatient clinic control at 6 months post- 
operatively and showed no pathological findings. 




Hydatid disease is endemic in farming areas but occurs 
worldwide. In particular, the incidence is greater in the cattle- 
or sheep-raising areas of the world, such as Australia, South 
America, South Africa, and Panama, the Mediterranean coun- 
tries, and the Middle East. The most common site of the dis- 
ease is the liver, followed by the limgs, kidney, bones, and 
brain. Other organs are very rarely affected. Any race can be 



affected, and this disease is common in both men and 
women. Its symptoms depend on the affected organ; for ex- 
ample, liver cysts cause jaimdice and abdominal discomfort, 
while limg cysts cause cough, chest pain, and hemoptysis 
(coughing up blood). 

Hydatid cyst is a human parasitic disease in which multi- 
ple-visceral involvement is generally caused by the meta- 
cestode of the tapeworm or larva of the species of the genus 
echinococcus. It can be asymptomatic according to its local- 
ization but can cause sudden death. It can be usually detected 
in the liver and lungs of humans. Cardiac involvement is 
more seldom than other localizations [1]. However, the most 
frequently involved cardiac region is the left ventricle; the 
right ventricle and the interventricular septum are the less af- 
fected regions, respectively [2]. There is no characteristic 
clinical presentation of a cardiac cyst hydatid. 

The age of the cyst, size of the cyst, and the extent of cal- 
cification are decisive for clinical presentation in patients. 
Patients generally present at outpatient clinics with complaints 
of subjective S5fmptoms such as palpitation, dyspnea, and 
atypical angina pectoris [3]. 

The rupture of cysts may cause fever, urticaria, and serious 
anaphylactic reactions. Diagnosis is performed using imaging 
techniques, examination of the cyst fluid, and serological 
tests. Cardiac hydatic disease was first mentioned by Willi- 
ams in 1836. The first diagnosis of hydatid disease was re- 
ported by Ceme et al. [4]. 

Cysts on the ventricular wall grow toward either the epi- 
cardium or the endocardiimi. A cardiac cyst can lead to 
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life-threatening consequences such as myocardial infarction 
caused by the compression of a coronary artery, pulmonary 
edema caused by a disturbance in the valvular mechanisms, 
or outflow tract obstruction and sudden cardiac arrest caused 
by a variety of conduction defects [5]. 

A cardiac cyst is a diagnostic and therapeutic challenge 
due to the variabihty of signs and symptoms at its pre- 
sentation, its numerous and often unpredictable preoperative 
complications, and the risk of complications associated with 
cardiac surgery. Cardiac hydatid cysts should be removed sur- 
gically, even in asymptomatic patients. Our patient was 
asymptomatic for years and did not have any complaints as- 
sociated with hydatid disease before the accident when a car- 
diac hydatid cyst was diagnosed by the thorax CT. Arrhyt- 
hmia, electrical conduction system defects and bundle branch 
blocks, myocardial infarction, and non-specific ST segment 
and T-wave changes can be seen in the ECG in the cases of 
cardiac hydatid cysts [6]. A T inversion was detected in Dl, 
aVL, and V3-V6 in the ECG of our patient; however, the pa- 
tient's coronary angiography was normal. Echocardiography is 
used in the differential diagnosis of cardiac cyst hydatid. 
Cardiac cyst hydatid involves many septums and occasionally, 
daughter cysts. Because of the thin membrane surrounding 
the cyst it can be distinguished from other intracardiac mass- 
es by echocardiography. A hydatid cyst can be in the form of 
a solid mass or have a multiloculated cystic formation in 
some cases [7]. Cardiac MRI and thoracic CT have been uti- 
lized in the diagnosis of hydatid disease. In our case, the car- 
diac MRI revealed normal intensities, sizes, and wall thick- 
nesses of the right ventricle, left atrium, and right atriimi. The 
interventricular septum was measured to be 14 mm. Further, 
a hypodense mass (size: 3.5x2.5 cm) was observed in the 
Tl-weighted sequence; the Tl- and T2-weighted sequences of 
the cyst rim revealed hypointensity. 

A hydatid cyst can be managed either by nonoperative or 
by operative methods. The most common treatment strategy 
of echinococcosis is 6 months of medical treatment with al- 
bendazole or mebendazole or a combination of albendazole 
and praziquantel after surgical treatment [8]. We chose surgi- 
cal excision under cardiopulmonary bypass, and the albenda- 
zole treatment was pursued after surgical cyst excision in this 
patient. The follow-up of the patient was performed using the 



imaging modalities. The echocardiography and thorax CT 
conducted 6 months postoperatively were normal. The patient 
is still being followed in the outpatient clinic of infectious 

diseases. 

In conclusion, cardiac hydatid cysts are rare. In patients 
with cardiac masses, the possibility of cardiac hydatid disease 
should be kept in mind, particularly in the endemic zones. 
Due to the high risk of their associated complications, cardiac 
hydatid cysts should be removed surgically, even in asympto- 
matic patients. 
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